B
ehaviorally based weight loss programs are effective in the short term, but have been unable to produce long-term weight loss maintenance (Jeffery et al., 2000) . One reason for this failure may be that current interventions pay limited attention to motivational factors that are important in both initiation and sustained maintenance of key eating and exercise behaviors. This study addresses this deficiency by beginning to consider the importance of internally initiated change and the support for that change that is provided by family and friends.
Excessive weight has become the norm in the United States, with a large percentage of American adults attempting to better manage their weight (Ogden et al., 2006) . The associated social costs of this trend can be considerable. The treatment of choice for overweight to moderately obese individuals (body mass index [BMI] of 25-40 kg/m 2 ) is behavioral weight control, which includes education about nutrition and physical activity and instruction in key behavioral techniques (e.g., selfmonitoring and problem solving) known to facilitate behavior change (Wing, Gorin, & Tae, 2006) . These types of programs produce average weight losses of 8%-10% of initial body weight over 6 months of treatment; however, long-term maintenance of this weight loss is rarely attained (Wing, 1998) . At 1-year posttreatment, only 60%-70% of weight loss is maintained, and nearly all weight is regained within 3 to 5 years (Perri & Corsica, 2002) . Efforts to improve behavioral weight control results through strategies such as extending the length of treatment, emphasizing problem-solving skills, and increasing the amount of recommended exercise have produced only minor improvements in weight loss maintenance, creating an urgent need for new treatment approaches (Wadden, Butryn, & Byrne, 2004 ).
An often ignored and yet potentially crucial element of sustained behavioral change is the motivation for that change. When motivation is considered at all, it is generally considered as a unitary construct, with high motivation producing greater change than low motivation. Selfdetermination theory offers a unique perspective for understanding the motivation for health-related behavior change by drawing the distinction between autonomous and controlled motivations (Deci & Ryan, 2000) . An individual is autonomously motivated to the degree that he or she experiences goals and decisions to be self-generated and freely chosen rather than controlled by external or internal pressures. Autonomous self-regulation has been consistently related to greater persistence in the face of adversity, better learning, superior task performance, more effective coping, and better health outcomes (Deci & Ryan, 2000) . These effects appear to be particularly apparent for sustained change, which is precisely the shortfall of behavioral weight loss interventions to date.
Self-determination theory also suggests that interpersonal support for autonomy plays a significant role in facilitating the internalization of autonomous self-regulation and associated behavior change. Autonomy support establishes the context for the development of self-directed, personally meaningful choice. This can occur by creating an environment that allows inherent autonomous self-regulation to thrive and flourish, that is, not to be thwarted or disrupted. This may also happen by creating an environment in which external motives can be internalized in a benign and adaptive way, thus allowing them to become more fully integrated into the developing self (Deci & Ryan, 2000) . Autonomy support is provided by acknowledging an individual's feelings and unique perspective, by providing choices and options, and by refraining from excessive control and pressure (Reeve, Bolt, & Cai, 1999) . Autonomy-supportive environments have repeatedly been associated with greater internalized motivation and the promotion of healthy adaptation, and interventions delivered in an autonomy-supportive fashion have been associated with better goal functioning (Deci, Eghari, Patrick, & Leone, 1994; Grolnick & Ryan, 1989; Joussemet, Koestner, Lekes, & Houlfort, 2004; Koestner et al., 2006) . The role of both autonomous selfregulation and autonomy support in relation to health-related goals such as losing weight or quitting smoking has been examined extensively by Williams and his colleagues (Williams, Grow, Freedman, & Deci, 1996; Williams et al., 2002; Williams, McGregor, Zeldman, Freedman, & Deci, 2004) . Personal autonomy was assessed in terms of an individual's reasons for pursuing a specific health goal, with a distinction made between autonomous reasons for goal pursuit ("I plan to stay in this weight loss program because it is important to me personally to succeed in losing weight") versus controlled reasons ("because I'll feel like a failure if I don't"). These studies also assessed the extent to which individuals perceive health care personnel to be supporting their autonomy as they pursue their health goals ("My doctor listens to how I would like to do things"). Both autonomous self-regulation and autonomy support appear to play an important role in weight loss and related medical comorbidities. In one study, autonomous self-regulation predicted greater weight loss in a sample of obese patients and also predicted better maintenance of that weight loss (Williams et al., 1996) . Autonomous self-regulation for weight loss was predicted by perceived autonomy support from the health care providers in that study. In a study of diabetes management, autonomy and competence were predicted by perceived autonomy support from providers, and changes in perceptions of autonomy and competence predicted greater glycemic control (Williams et al., 2004) . Similar results have been found in studies of smoking cessation and other medical treatments (Williams, Gagne, Ryan, & Deci, 2002) .
Until recently, most of the research has assessed the role of autonomy support from health care providers. However, given that much of weight management involves eating and exercise choices made in the home, it is important to also consider the supportive behavior of family and friends. Previous efforts to examine the role of significant others in weight management have focused on changing the behaviors of spouses. In various studies, spouses have been trained to praise and not criticize or punish weight loss efforts, model appropriate eating behaviors, contract and set goals for appropriate eating and exercise, and devise solutions to weight-related problems with their spouse (Black, Gleser, & Kooyers, 1990) . Many of these strategies produced greater initial weight losses than participant-only interventions. A review of the support behaviors indicated in the studies included in Black et al.'s (1990) metaanalysis of couples' weight loss programs suggests that a wide range of behavior is included as supportive, some of which may be experienced as quite controlling, such as having a spouse provide financial incentives for weight loss progress. Despite the best of intentions, both trained professionals and significant others may provide help and support in directive or even controlling ways. From a self-determination perspective, efforts to provide help that are perceived as controlling are likely to be suboptimal and may in fact undermine autonomous self-regulation and sabotage the very success these efforts are intended to promote.
Recently, Williams et al. (2006) developed a measure of autonomy support that patients perceived from their "important others." They demonstrated that such support was associated with increases in perceived autonomy and perceived competence, as well as better outcomes in smoking cessation and dietary intervention trials. Interestingly, the measure of autonomy support from important others provided variance distinct from the measure of autonomy support from health care providers, suggesting that both provide independent contributions to the prediction of outcomes. When allowed to compete for variance, both contributed to smoking outcomes, but the important-other measure appeared to be the stronger and more consistent predictor of dietary outcomes (Williams et al., 2006) . This finding indicates the potential importance of partners in weight management interventions and suggests that autonomy support from significant others may be even more important than the support of health care providers. The present research examined this support from family and friends and attempted to go one step further by distinguishing autonomy support from the more structuring or directive support that may be provided by these significant others.
This study examined the effect of autonomy support and autonomous self-regulation on the self-reported weight loss of female university students. We assessed the impact of a minimal intervention, delivered in an autonomy-supportive or controlling fashion, and the impact of perceived autonomy support from family and friends on weight loss over the course of a month. We also assessed the participants' motivation for weight loss. We hypothesized that participants who received the autonomysupportive intervention would show greater weight loss than those who received the controlling intervention, and we hypothesized that autonomous self-regulation would be associated with greater weight loss. We also hypothesized that perceived autonomy support from family and friends would be associated with greater weight loss and that more directive support would be unrelated to weight loss. Finally, we examined whether the autonomy-supportive experimental instructions would interact with the autonomy support provided by family and friends to affect weight loss, but we offer no specific hypothesis because this was exploratory in nature.
METHOD Participants
Participants were 73 female undergraduate students recruited through the introductory psychology participant pool at the University of Massachusetts Dartmouth. All participants were required to attend an initial session in person and to complete follow-up questionnaires online at 2 weeks and 1 month after the initial session. Participants' age ranged from 18 to 46, with a mean age of 19.54 (SD ϭ 3.97). Mean BMI, calculated from self-reported height and weight, was 24.66 kg/m 2 (SD ϭ 5.12), ranging from 18.79 to 41.64. The Centers for Disease Control and Prevention has suggested that a BMI of 18.5-25 kg/m 2 may indicate optimal weight, and a number above 25 may indicate that the person is overweight. On the basis of concern about including individuals with possible eating disorders, 3 participants with a reported BMI less than 18.5 and 2 participants who endorsed a screening question addressing a history of eating disorders were excluded before moving on to the experimental portion of the study. Of participants, 76% considered themselves currently overweight, but 41% actually met the established criteria. Eighty-seven percent reported having made a previous attempt to lose weight. Sixty-two participants completed all three assessments, and only this group is included in the results. Twelve participants dropped out of the study (5 in the autonomy support condition and 7 in the controlling condition). These participants did not differ from those who continued in either initial reported weight or in their initial level of autonomous self-regulation (ps Ͼ .20).
Procedure
During the initial session, participants were asked how much weight they realistically expected to lose over the upcoming month and then completed a series of baseline questionnaires. The participants were randomly assigned to one of two groups: autonomy supportive or controlling. Both groups were then referred via a handout to the Small Steps Web site (http://www .smallstep.gov), which is sponsored by the U.S. Department of Health and Human Services for weight loss suggestions. The entire procedure was conducted by the same two female undergraduate research assistants. The instructional handouts were given to the participants, and the participants were asked to take a moment to read the handout before leaving. The handouts were administered in a uniformly pleasant but neutral fashion by the same assistant in each of the conditions, so that the only difference between the conditions should have been the content of the instructional handout. The handout in the autonomy-supportive condition referred participants to the Small Steps Web site in a manner that encouraged their own choices, and the handout in the controlling condition urged participants in a more demanding fashion to make use of the site's guidelines. (The exact instructions for the two conditions are provided in the Appendix.) At both 2 weeks and 1 month, participants received an e-mail with a reminder of their weight loss goal and were directed to a Web site to complete an assessment. At 2 weeks, the e-mail also contained a reminder to use the Small Steps site with the same instruction set as at the initial session.
Measures Weight
At baseline, 2 weeks, and 1 month, participants self-reported their current weight. Weight loss was calculated by subtracting self-reported weight at 1 month from the weight that was reported at baseline.
BMI
The BMI takes into account both a person's height and his or her weight and is calculated using this mathematical formula: [weight (lb)/height (in.) 2 ] ϫ 703. A BMI below 18.5 is considered underweight, and a BMI of 18.5 to 25 is representative of normal weight. A BMI of 25 to 30 is generally considered overweight, and a BMI higher than 30 is generally considered obese. On the basis of these norms, 59% of the sample would be categorized in the normal range, 27% in the overweight range, and 14% in the obese range. BMI reduction was calculated by subtracting BMI at 1 month from the BMI at baseline.
Autonomous Self-Regulation
Autonomous reasons for losing weight (e.g., "Because I personally believe it is the best thing for my health"; "Because I feel that I want to take responsibility for my own health") were assessed at baseline and 1 month with a six-item measure adapted from Williams et al. (1996) . The items were modified from the Treatment Self-Regulation Questionnaire used by Williams et al. (1996) because there was no clinical intervention in the current study, and the items were thus adjusted to better suit the current purposes. Additionally, unlike the Treatment Self-Regulation Questionnaire, we included only autonomous reasons because several studies have shown autonomous self-regulation to consistently predict goal progress, whereas controlled motivation has shown unreliable and inconsistent relations to goal progress (Koestner, Otis, Powers, Pelletier, & Gagnon, 2008) . Participants responded using a 7-point Likert scale ranging from 1 (not at all true) and 7 (very true). The internal reliability of the current scale was .81 (Cronbach's ␣).
Autonomy Support Scale
At 2 weeks, the degree of autonomy support that the participants perceived from their family and friends regarding their weight loss efforts was assessed with an eight-item scale also adapted from Williams et al. (1996) (e.g., "I feel that my family and friends understood how I see things with respect to my weight"; "My family and friends listened to how I would like to do things regarding my weight"). Participants responded using a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). The internal reliability of the scale was .83 (Cronbach's ␣).
Directive Support Scale
At 2 weeks, we assessed the degree of more directive support participants perceived from their family and friends regarding their weight loss efforts with four items created for this study (e.g., "My family and friends repeatedly reminded me of my goal"; "My family and friends consistently called attention to situations where I had to control my behavior"). Participants responded using a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). The internal reliability of the scale was .84 (Cronbach's ␣).
Use of the Small Steps Web Site
Participants were asked two questions regarding their use of the Small Steps Web site ("To what degree did you use the Small Steps website?" and "How helpful was it?"). Table 1 presents the results of a principal-components factor analysis (with varimax rotation) of the eight items assessing autonomy support from family and friends and the four items assessing controlling support. Two factors emerged with eigenvalues greater than 1.0, and these factors accounted for 63.4% of the variance. It can be seen that the eight autonomy support items loaded together on the first factor (eigenvalues ϭ 5.41), whereas the four directive support items loaded together on the second factor (eigenvalues ϭ 2.19). Only one item showed significant loadings on both factors. Table 2 presents the means and standard deviations for all of the baseline variables, separately for the experimental conditions. No significant differences were obtained between conditions, but there was a trend for participants in the autonomy-supportive condition to be somewhat higher than the controlling condition on initial weight and initial autonomous self-regulation. These variables were controlled for in the central analyses that follow. Participants set a goal of losing approximately 8 lbs over the month and reported relatively high levels of autonomous self-regulation.
RESULTS

Preliminary Analysis
Two weeks into their weight loss efforts, participants reported higher levels of autonomy support (M ϭ 5.09, SD ϭ 1.03) than directive support (M ϭ 3.87, SD ϭ 1.56) from their family and friends, t(72) ϭ 7.45, p Ͻ .001. At the end of the month, participants in the sample reported a significant drop in weight from a mean of 146.31 to a mean of 144.50, t(61) ϭ 2.63, p Ͻ .01. This drop in weight was matched by a significant decline in participants' BMI over the month, from a mean of 24.75 to a mean of 24.44, t(61) ϭ 2.60, p Ͻ .01. There was no difference between conditions in the amount of weight lost over the month, t(61) ϭ 0.03, or in the decline in BMI, t(61) ϭ 0.01. There was also no difference between the groups in how much they reported using the Small Steps Web site or how helpful they perceived the Web site to be (ps Ͼ .20). The questions about the Small Steps Web site were also unrelated to both autonomy support and controlling support (ps Ͼ .20). Table 3 provides the correlations among the key variables. It can be seen that many marginal and significant positive relations emerged. Notably, autonomy support from family and friends was significantly positively correlated with directive support, autonomous self-regulation, and weight loss. Directive support was unrelated to autonomous self-regulation and weight loss. There was a trend for autonomous selfregulation at baseline and 1 month to be positively associated with weight loss.
Central Analyses
We used a hierarchical multiple regression analysis to examine the relation of condition (autonomy supportive vs. controlling), autonomous self-regulation, autonomy support, and directive support to weight loss over the month. All variables were standardized. Weight loss at 1 month was the dependent variable. Variables were entered in the regression model in a sequence of three sets. BMI at baseline, previous weight loss attempts, autonomous self-regulation at baseline, and condition were entered together as the first set. Autonomy support from family and friends at 2 weeks and directive support from family and friends at 2 weeks were entered together as the second set. We entered the interactions (computed as product terms) of Condition ϫ Autonomy Support and Condition ϫ Directive Support together as a third set. The regression model was significant (R ϭ .57), F(8, 53) ϭ 3.16, p Ͻ .01. Table 4 presents the standardized regression coefficients (betas), t tests, and significance levels from the regression analysis. Two marginal effects and three significant effects emerged. Initial level of autonomous self-regulation was marginally positively associated with weight change over the month, as was initial BMI. Having made previous weight loss attempts was significantly positively related to weight loss over the month. Autonomy support from family and friends was significantly positively associated with weight loss over the month. Furthermore, a significant interaction between condition and perceived autonomy support from family and friends emerged. To interpret the interaction, we performed a median split on participants' scores on autonomy support from family and friends and conducted a 2 ϫ 2 analysis of variance with experimental condition (controlling or autonomy supportive) and level of family and friend autonomy support (low or high) as between-subjects factors and weight loss as the dependent variable. Figure 1 shows that the autonomy support 1 We also performed the hierarchical regression using participants' weight at 1 month as the dependent variable (rather than weight loss at 1 month) and including Time 1 weight in the first set of predictors. The results of this regression were nearly identical to those reported here-significant effects (p Ͻ .05) emerged for both autonomy support from family and friends, t(55) ϭ 2.27, p Ͻ .05, and for the interaction of condition with autonomy support from family and friends, t(53) ϭ 2.31, p Ͻ .05. condition led to relatively greater weight loss than the controlling condition for participants who were high in autonomy support from family and friends; however, the autonomy support condition led to relatively less weight loss than the controlling condition for participants who were low in autonomy support from family and friends. This pattern suggests that the impact of the experimental manipulation was conditional on participants' level of autonomy support from family and friends.
We repeated this regression model with BMI change from baseline to 1 month as the dependent variable. The results were nearly identical to those for weight loss. The regression model was significant (R ϭ .55), F(8, 53) ϭ 2.85, p ϭ .01. Autonomy support from family and friends was significantly positively related to BMI change (␤ ϭ 0.34), t(55) ϭ 2.32, p Ͻ .05. The interaction of autonomy support from family and friends and condition was also significant (␤ ϭ Ϫ.30), t(53) ϭ 2.30, p Ͻ .05. 2 We also conducted a regression analysis to examine change in autonomous selfregulation over the month. Autonomous self-regulation at 1 month was the dependent variable. Variables were entered in the regression model in a sequence of three sets: (a) BMI at baseline, previous weight loss attempts, condition, and autonomous self-regulation at baseline; (b) autonomy support from family and friends at 2 weeks and directive support from family and friends at 2 weeks; (c) the interactions (computed as product terms) of Condition ϫ Autonomy Support and Condition ϫ Directive Support. The regression model was significant (R ϭ .62), F(8, 52) ϭ 4.27, p Ͻ .01. There were two significant predictors of autonomous self-regulation at 1 month. First, baseline level of autonomous self-regulation was highly related to autonomous self-regulation at 1 month (␤ ϭ 0.51), t(57) ϭ 4.12, p Ͻ .001. Second, autonomy support from family and friends at 2 weeks was significantly positively related to autonomous self-regulation at 1 month (␤ ϭ 0.35), t(55) ϭ 2.68, p Ͻ .01.
The fact that autonomy support from family and friends at 2 weeks was significantly positively related to both autonomous self-regulation and weight loss at 1 month raises the possibility of mediation among these variables. One mediation model that has previously been explored in self-determination research would proceed from autonomy support to increased autonomous self-regulation to better health outcomes (Williams et al., 2004) . Such a model is not tenable in this study, however, because autonomous self-regulation at 1 month and weight loss at 1 month were uncorrelated (r ϭ .21, p ϭ .11), and a significant relation between the mediator and the outcome is required to demonstrate 2 We repeated the regression analyses of weight loss and BMI change with the inclusion of the three-way interaction between autonomous self-regulation, condition, and autonomy support from family and friends added as a fourth step. The three-way interaction did not approach significance in either analysis (ps Ͼ .10). true mediation (Baron & Kenny, 1986) . It should also be noted that change in autonomous motivation over the month was unrelated to weight loss (r ϭ .01).
DISCUSSION
This study supports the theoretical assumption that autonomy support can be an important variable in weight loss efforts. The results demonstrated that autonomy support from family and friends was a significant predictor of short-term weight loss. Moreover, autonomy support from family and friends was also shown to moderate the effects of a minimal experimental intervention encouraging the use of a weight loss information Web site and delivered in an autonomy-supportive or controlling fashion. Although autonomy support was significantly related to autonomous selfregulation, autonomous self-regulation was only marginally predictive of weight loss, which suggests that autonomy support may exert its impact on weight loss by some means beyond this relation.
These findings are consistent with the growing body of research indicating the impact of autonomy support (Williams et al., 1996 (Williams et al., , 2002 (Williams et al., , 2004 . They go further, however, by emphasizing the importance of receiving autonomy support in the naturally existing social environment of family and friends. Previous research has primarily been focused on the autonomy-supportive behavior of health care providers, which is no doubt important. Williams et al. (2006) , however, began to highlight the need to extend our empirical observations to include the social context in which people live, which is supported by this study. It is also important to note that the support from important others must be of a particular nature. Well-meaning but directive support was not found to be associated with better outcomes in this study. These findings point to the potentially unique benefits of the more empathic and responsive approach entailed in autonomy support.
The study of the home environment may be particularly important in the area of weight management because many of the vital choices and necessary behaviors take place in the home and involve significant others. Having health care providers who behave in an autonomy-supportive fashion has a demonstrable effect on intervention outcomes, but these providers have relatively limited direct contact with their patients. Having family members who are skilled at behaving in autonomy-supportive ways may potentially add substantial benefit to intervention programs. In this study, the minimal intervention, which may in fact be quite similar to an autonomy-supportive intervention potentially deliverable in the course of normative health care, did not itself facilitate behavior change but seemed to be more helpful in the larger context of an autonomy-supportive environment from family and friends. It is entirely possible that the intervention in this study was not sufficiently potent to produce a significant direct effect on weight loss. It might be also be the case that an autonomy-supportive social environment is necessary for autonomy-supportive interventions to enhance change. Perhaps the social environment in which people live exerts a potentiating influence on intervention strategies. It is possible that a type of priming occurs that allows people who are receiving autonomy support in the home environment to be more responsive to subsequent interventions that are provided in such a fashion. It is unclear why the participants who perceived low autonomy support from family and friends tended to do relatively worse with the autonomy-supportive intervention than the controlling condition. One possibility is that there may be a matching or congruence effect in operation, whereby the support from the social environment and the intervening environment needs to be congruent. Incongruence in the messages an individual receives may result in a type of backfire effect that adversely affects behavior change. Further research would be necessary to explore these and other intriguing possibilities. In this study, autonomy support was associated with higher autonomous selfregulation, and autonomous self-regulation was associated with weight loss, but the effect was marginal. These relations are consistent with previous research, but the association between autonomous selfregulation and outcome was not as strong. This may be because of the small sample size or some other factors. What does seem important, however, is the finding that autonomy support was a stronger predictor of weight loss and that the effect on weight loss persists when autonomous self-regulation is statistically controlled. A mediational model of the effect of autonomy support through autonomous self-regulation to weight loss could therefore not be supported. This suggests that autonomy support may exert its influence on weight loss by some means other than, or in addition to, its effect on autonomous self-regulation. Perhaps the effect of autonomy support from significant others is mediated by perceived competence or perhaps by increased self-confidence, greater goal commitment, or even a greater sense of relatedness. The results from Williams et al. (2006) suggest a possible link from perceived autonomy support through perceived competence to greater weight loss. These and other potential mediators of autonomy support need to be considered in future research.
Limitations
The current study is limited in a number of ways. First, the measures of weight loss and of autonomy support were by selfreport. Measured weight loss would be the preferred metric in future studies; however, the self-report bias should not have affected the interaction effect discovered in this study. This study measured participants' perceptions of autonomy support from family and friends, which is in and of itself important, but assessments of the actual behavior of significant others would also be useful to disentangle the effects of behavior from potentially distorted perceptions. In addition, the support measures in this study assess perceptions of family and friends together, but in light of recent findings suggesting that peer influences may be even more important than those from family, it may be illuminating to dismantle these potentially different effects (Christakis & Fowler, 2007) . The directive support measure was developed for the current purposes, and its reliability and validity remain to be established. Conclusions drawn from the results obtained with this measure must, therefore, be tentative until further corroborating data can be gathered. The average reported weight loss in this study was quite small and certainly not in line with the average goals that the participants set for themselves, but the time frame was quite short and the average goals were likely unrealistic for such a time frame. Although we used a prospective design, most of the core analyses of the study were correlational, and therefore it is important to note that causal inferences cannot be entirely supported. The generalizability of the study is limited by the relatively small sample size, the exclusive use of college women, and the 4-week duration of the study. Finally, the use of a sample of participants who were on average of high normal weight also limits the generalizability of the results. There are likely to be interesting differences between a clinically obese sample and a sample of women who on average may be more likely to be attempting to lose weight for self-image reasons than for health reasons. In addition, the fact that a substantial percentage of the women in this study considered themselves to be overweight but did not meet the established criterion may suggest a disturbing sociological trend that may also be inappropriately supported by the interpersonal environment. It is potentially important to consider why so many normal-weight women may pursue weight loss and whether it is better to facilitate these efforts or instead to foster selfacceptance and a focus on health. This area requires further study, and likewise, future research with a clinical sample of overweight or obese individuals followed over a longer time frame would expand the generalizability and clinical relevance of the current findings.
Conclusions
This study highlights the importance of autonomy support from significant others and suggests that weight loss interventions may work best if delivered in an autonomysupportive manner and within a social environment of autonomy support. As Williams et al. (2006) indicated, measures of autonomy support from important others need to be developed and validated, and future studies ought to consider this important variable. Likewise, interventions that focus on enhancing autonomy-supportive behavior among significant others need to be developed and tested. Specifically regarding weight management, since many of the diet and exercise choices and behaviors are performed in the home, facilitating the autonomy-supportive behavior of significant others may substantially improve the long-term outcomes of weight management interventions.
important guidelines and we urge you to use this resource, if you truly want to accomplish your goal. Those that are serious about weight loss should adhere as closely as possible to these directives. It is very difficult to manage weight loss without a serious program of intervention, and the accomplishment of your weight loss goals is dependent on initiating these types of measures. Failing to incorporate these types of changes significantly reduces your chances of success.
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